To identify the clinical specificity of men with severe mental illness (aged 18 to 40 years) by legal status.
S ince the deinstitutionalization of people with SMI, it has been argued 1 that people, who in the past would have been cared for in psychiatric hospitals, are today ending up in forensic hospitals or in prison. Evidence of this can be found in the province of Quebec, where it has been estimated 2 that 25% of penitentiary inmates meet the criteria for a lifetime severe mental disorder. Patients with SMI present with SSD (schizophrenia, schizoaffective disorder, or schizophreniform disorder); delusional disorder, or psychosis not otherwise specified; BD; or major depression. Aggressive and violent behaviours are complex phenomena whose etiology remains unclear and appears to be multifactorial. 3 However, there is growing documentation suggesting that patients with major mental disorders are at higher risk for crime and violence. More specifically, birth cohort and population-based investigations have shown that aggressive behaviours and rates of violent crime among people with SMI are higher than in the general population. [4] [5] [6] [7] 
Clinical Specificity Hypothesis
According to the clinical specificity hypothesis, 8 psychopathological profiles determine different types of psychosocial functioning and lead to particular interactions with the social environment, especially with health care services use. If so, clinical specificity becomes a key concept that could help guide development of intervention programs targeted to specific patient profiles. More specifically, under the hypothesis, legal status, or where in the judicial or health care system a person lands, can serve to determine future interventions especially regarding risk factors for violent and antisocial behaviours. Thus clinical specificity may be a complement to assessment tools for the determination of the treatment plan.
Two different categories of assessment tools exist to gauge future risk of violence. One category is informed by the actuarial model 9 that inventories violent behaviour risk factors with a view to yielding a total risk score. The other category is structured clinical guides 10 that consider both risk and dynamic factors such as compliance with medication. The latter tools are more appealing in that they lend themselves to a more comprehensive clinical practice. However, owing to inherent limitations, the tools should be used as a complement to a careful, clinically informed appraisal and not as a substitute. 11 A better clinical understanding of the specific patient profiles and service needs of people with SMI would be of interest to develop better tailored rehabilitation programs.
Past research has provided support for the clinical specificity hypothesis. For example, it was demonstrated that inmates were more likely to suffer from delusional or not otherwise specified psychotic disorders or major depression, compared with VHPs, who were more likely to suffer from SSD or BD. 8 However, the association between schizophrenia alone and violent behaviour remains a matter of controversy. Schizophrenia has not been shown formerly to be associated with a higher rate of violent behaviours. 9 Moreover, the number of positive and negative symptoms of SSD has been proven not to be associated with criminality. 12 Conversely, recent reviews have indicated that a specific typology of schizophrenic patients increased the risk of violent and antisocial behaviours. 13, 14 Further, an interaction between Axis I and II disorders in early adolescence was reported to increase the risk of future psychotic experiences and antisocial behaviours. 15 More specifically, SUD and (or) ASPD have been found to be associated with a higher rate of incarceration among people with SMI, 8 and dual diagnosis of schizophrenia and SUD has been revealed to increase the risk of violence and legal problems. 16, 17 Additionally, impulsive and aggressive personality traits may underlie the dual diagnosis of people with SMI and SUD, allowing for a higher risk of violence and antisocial behaviours. Recent findings from studies of violent offenders, 17 suicide completers, 18 and motor vehicle fatalities 19 support this hypothesis and have shown that this may be more specific to younger adult males. Developmental research also support this assumption, showing that specific pathways characterize men with antisocial behaviours. 20 More particularly, life-persistent childhoodonset of antisocial behaviours was associated with substance dependence, violent crime, psychopathic personality traits, and mental health problems in the beginning of adulthood.
Objectives
Our study examined the profiles of men with SMI by legal status. The study was part of a larger project investigating risk factors for criminal justice involvement in men with SMI. 8, 21 More particularly, we sought to compare 3 groups of men aged 18 to 40 years with major mental disorders based on 3 types of legal status. Accordingly, we contrasted psychosocial characteristics, service use, psychiatric diagnosis, and pattern of antisocial behaviours between inmates and 2 different groups of hospitalized patients (IHPs and VHPs). 
Method

Participants
For our study, a subgroup of 201 participants aged 18 to 40 years with severe mental disorders was drawn from the overall sample of a larger research program intended to explore the clinical specificity and criminal justice system involvement of men with SMI with violent and antisocial behaviours and control subjects. Men with SMI who met the diagnostic criteria for SSD (schizophrenia, schizoaffective, or schizophreniform disorders); delusional disorder or psychosis not otherwise specified; BD; or major depression in the past 6 months, or in the month preceding arrest or hospitalization, were selected. Data collection began in October 1991 and ended in April 2003. Every participant with SMI in the overall original sample was selected for the purpose of our study. Our final sample thus comprised 85 inmates; 66 IHPs and 50 VHPs. Participants provided written informed consent. All local Institutional Review Boards approved the project.
Procedure
The recruitment procedure has been described in detail elsewhere. 8, 21 Recruitment began in a study comparing consecutive inmates with SMI (n = 57) with a group of VHP inmates matched for the same proportion of psychotic and major affective disorders. Inmates with SMI were recruited from correctional services in the Montreal area. Participants were referred to the study by psychologist or case officer when they met inclusion criteria after a psychological assessment that was required for their mental condition or because the person had committed a serious crime. The VHP group (n = 50) was drawn from the weekly list of new hospital admissions in a general psychiatric hospital in Montreal and were matched to the inmates group for age and main psychiatric diagnosis dichotomized (psychotic or affective spectrum). Other inmates (n = 28) and IHP group were later recruited on a consecutive basis with no matches with other groups between 1998 and 2003. The refusal rate was 53% for the second part of the study. Inmates with SMI were recruited from all penitentiaries (federal jurisdiction) and 5 provincial prisons in the province of Quebec. The IHP group was composed of inmates that were all hospitalized against their will. This last group was drawn in psychiatric hospitals from among consecutive patients with a psychotic or major affective disorder on mandatory confinement because they posed a danger to themself or others (n = 28), and in forensic settings (n = 38) among inmates confined by the courts after having been found not criminally responsible for their offences. These 2 subgroups were similar on most of the measures taken except that those on mandatory confinement were younger (P < 0.001) and were reporting more lifetime drug problems (P < 0.01). Conversely, forensic patients were more likely to have had a lifetime relationship (P < 0.01) and had been arrested more often for mischief (P < 0.01).
Questionnaires
Sociodemographics, Service Use, and Criminal Records.
Data regarding sociodemographics and service use were obtained from medical and prison records and during interviews. Data regarding criminal behaviours were garnered from the Royal Canadian Mounted Police files.
Axis I and ASPD. Current and lifetime Axis I disorders and ASPDs were assessed by means of the Structured Clinical Interview for the Diagnostic and Statistical Manual of Mental Disorders. 22 Interviews were conducted by clinical research assistants. Interrater agreement had proved excellent in the past. 8 In a recent analysis with 25 participants, we obtained good interrater agreement on Axis I and II diagnoses (k = 0.65 to 1.0). The lower coefficient was due to disagreement over the principal diagnosis of one patient between schizophreniform and schizoaffective disorders.
Psychopathy. Psychopathy was measured with the Psychopathy Checklist-Revised. 23 The full instrument shows good internal consistency (a = 0.89). For the purposes of our research, we used the 3-factor model 24, 25 to evaluate psychopathic traits: Factor 1-arrogant and deceitful interpersonal style (items 1, 2, 4, and 5); Factor 2-deficient affective experience (items 6, 7, 8, and 16); and Factor 3-impulsive and irresponsible behavioural style (items 3, 9, 13, 14, and 15). Internal consistency was good (a = 0.67 to 0.76) for the 3 factors covered in our study.
Statistical Analyses. Statistical analyses were run on the SPSS, version 11.1 (SPSS Inc, Chicago, IL). Statistical significance was set to 0.05. Sociodemographic variables and service use were compared using chi-square analyses. The number of psychiatric hospitalizations was compared using the Kruskal-Wallis test because of a high variability among people. Principal diagnoses were compared using the chi-square statistic. Four major diagnostic categories were created: SSD (schizophrenia, schizoaffective, or schizophreniform), other psychotic disorders (delusional and psychosis not otherwise specified disorders), BDs, and major depression. Comorbid Axis I and II were compared with chi-square analysis. All anxiety disorders were collapsed into one variable. Alcohol and drug abuse or dependence were combined under alcohol or drug problems and then SUD. We analyzed psychopathy by running ANOVAs first on the total score and then on a dichotomized score (less than 20 and 20 or more) with chi-square analysis. Finally, criminal records were scrutinized for total number of offences and for violent and nonviolent offences. The Kruskal-Wallis test was used for this analysis. We also dichotomized these 3 variables to examine recidivism (less than 2 offences and 2 or more).
Chi-square analyses were used to examine presence of antisocial behaviours. Finally, to account for multiple comparisons, we used the Bonferroni-Holm Sequential Test. Most comparisons remain significant after doing the test, except for being single at the time of hospitalization or incarceration and lifetime anxiety disorders.
Results
Sociodemographics and Service Use
Participants were comparable in terms of mean age ( Table 1) . Most of the participants in all 3 groups were of French-Canadian origin. Inmates with SMI had a lower level of education and were more likely to have been involved in a relationship in their lifetime, and to have at least one child, compared with the other 2 groups.
Service use showed that an equivalent proportion of participants in each group was not being followed by any health professional whatsoever at time of incarceration or hospitalization. Not surprisingly, inmates with SMI were more likely to use probation services. Finally, inmates with SMI had a lower lifetime number of psychiatric hospitalizations, compared with the hospitalized groups. VHPs and IHPs had a comparable level of psychiatric hospitalizations.
Principal Psychiatric Diagnosis and Comorbidity
The principal major psychiatric disorders (affective or psychotic) were not uniformly distributed across the groups ( Table 2 ). SSD were more prevalent among IHPs. The prevalence of delusional and psychotic not otherwise specified disorders and of major depression was higher among inmates with SMI. BD, instead, was more prevalent among VHPs.
Comorbid psychiatric disorders were not equivalent across the groups. Regarding current comorbid Axis I disorders, anxiety disorders were more prevalent among inmates with SMI. Only 1 IHP presented with an anxiety disorder. More than one-half of the inmates with SMI met the criteria for an ASPD, compared with only 2 VHPs. IHPs fell between the other 2 groups. Current alcohol or drug problems were not reported as many inmates were in remission in the months preceding the interview owing to their incarceration or hospitalization. However, lifetime diagnosis showed that alcohol problems (abuse or dependence) were more prevalent among SMI inmates, with IHPs showing an intermediate level between the other 2 groups. Prevalence of drug problems (abuse or dependence) was comparable for IHPs and inmates with SMI, but higher for these 2 groups when compared with VHPs. However, drug use patterns differed, with IHP presenting a higher prevalence of cannabis problems (50%, compared with 16.7% for inmates with SMI, c 2 = 18.59, df = 1, P < 0.001) and inmates with SMI, a higher prevalence of polysubstance problems (45.9%, compared with 17.5% for IHPs, c 2 = 13.07, df = 1, P < 0.001).
We also found ASPD and lifetime SUD (lifetime alcohol and [or] drug problems) to be comorbid with the principal diagnosis in 51.8% of inmates with SMI, with IHPs showing an intermediate level at 33.9%.
Psychopathy and Criminal Record
Inmates with SMI obtained the highest psychopathy total scores, followed by IHPs and then VHPs. Only a few 30 and nearly all were inmates with SMI (5 out of 6). We also used the 3-factor model 24, 25 to compare groups. Mean total score on Factor 1 (arrogant and deceitful interpersonal style) was highest for inmates with SMI and comparable for the other 2 groups. Mean total score on Factor 2 (deficient affective experience) was comparable for inmates with SMI and IHPs, but lower for VHPs. Mean total score on Factor 3 (impulsive and irresponsible behavioural style) was highest for inmates with SMI and lowest for VHPs. Finally, official criminal records showed that inmates with SMI committed more violent and nonviolent offences, compared with the other 2 groups. Interestingly, IHPs exceeded VHPs in this respect.
Discussion
Our study was part of a larger research program intent on investigating violent behaviours and criminal justice system involvement in people with SMI. Drawing on earlier reports of differential clinical profiles for inmates with SMI and VHPs, 8 we focused our analysis on men with SMI and innovated by including a second comparison group composed of IHPs. To our knowledge, this is the first study to examine 3 groups of adult men with SMI at risk for violent behaviours and to explore their profiles along the lines of current legal status. We found 3 different psychosocial functioning, psychopathological, and service use profiles. The clinical specificity hypothesis was supported and we identified a third profile, IHP.
Psychosocial Profile and Service Use
Inmates with SMI seem to be associated with a specific life and service trajectory. They are more likely to have been in intimate relationships and to have children but have a lower level of schooling, compared with VHPs and IHPs. Similar results had emerged in a previous study, 8 but here, the specificity of this pattern was confirmed for the inmates with SMI population. Inmates with SMI also tend to have been hospitalized less often. This supports previous findings indicating that inmates with SMI may have been tagged earlier as people with behaviour problems that increases the risk of being channeled into the criminal justice system. 26 In contrast, hospitalized groups appear to have a similar psychosocial pattern characterized by relational withdrawal. They are also comparable in terms of service use.
Psychiatric Disorders
Where Axis I disorders are concerned, inmates with SMI are more likely to meet the criteria for delusional disorder, psychosis not otherwise specified, and major depression. Interestingly, men with SMI in the IHP group were more likely to meet the criteria for SSD. This might reflect a different way of treating specific diagnosis among people with SMI when Anxiety disorder: obsessive-compulsive disorder, generalized anxiety disorder, panic disorder with or without agoraphobia, social phobia, specific phobia, or posttraumatic stress disorder c Substance misuse: alcohol and (or) drug problems NOS = not otherwise specified they represent a danger to themselves or others. Thus schizophrenic patients are more likely to be detained at the hospital, instead of prison, compared with other types of severe mental disorders.
Comorbidity was an element of differentiation across the groups. SUD was more prevalent among inmates with SMI and IHPs, compared with VHPs. Patterns of psychoactive substance use were different, however, as inmates were more likely to meet the criteria for polysubstance and alcohol disorders and IHP, the criteria for cannabis disorder. The inmates with SMI pattern probably reflects a higher level of impulsivity. No specific drugs are preferred; whatever is available is taken. This may be symptomatic of the chaotic organization of their life and personality and probably increases the risk of antisocial behaviours and violence. The IHP pattern of SUD could constitute a form of self-medication, but it could also reflect a specific schizophrenic type with less prominent negative symptoms 27 and fewer cognitive difficulties. 28 This is consistent with what Ries et al 29 suggested: substance misuse may temporarily amplify symptoms and trigger relapses in their schizophrenic disorders; conversely, comorbidity may be the sign of better-prognosis schizophrenia, with fewer negative symptoms when substance misuse is in remission.
Axis II Disorders and Antisocial Behaviours
Comorbid ASPD and psychopathy was most prevalent among inmates with SMI, followed by IHPs and VHPs. ASPD was also frequently comorbid with SUD. Inmates with SMI had the highest prevalence of triple diagnosis; that is, a severe mental disorder, SUD, and ASPD. They also scored highest on Cooke's Factor 3 (impulsive and irresponsible). The higher prevalence of criminal acts in this population may 30 showed that ASPD might be a possible explanation for this high prevalence of antisocial behaviours. These results suggest a specific developmental trajectory characterized by an impulsive and aggressive diathesis and might reflect, what has been shown in a longitudinal study, 20 adulthood social functioning of people with childhood-onset antisocial behaviours. Our findings support this hypothesis and previous research that demonstrated that ASPD might predispose these people to adverse life events, to SUD, 31 to death by suicide, 18 and to motor vehicle fatality. 19 Further, a recent longitudinal study 15 showed that comorbid Axis I (affective disorders, anxiety disorders, disruptive behaviour disorders, and alcohol or drug problems) and any Axis II disorders in early adolescence predispose young adults to psychotic experiences and antisocial behaviours. Dual and triple diagnosis may also complicate formulation of the principal psychiatric diagnosis and make it harder to treat the condition. Interestingly, in our study, we observed that IHPs have an intermediate level of antisocial behaviours between the other 2 groups. This disruptive behaviour pattern may reflect the specific psychiatric profile that predisposes to severe relapse and (or) future legal problems, but not to the same gravity as inmates with SMI. The psychopathy scores registered lend credence to this hypothesis. A lower psychopathy level may mean that IHPs probably exhibit less severe forms of antisocial behaviour problems, compared with inmates with SMI.
Treatment Implications
Our results suggest that certain people may be more challenging to care for. Inmates and IHPs present dual and triple diagnoses that may require particular and integrated treatments. Evidence suggests that, compared with conventional services, multidisciplinary teams and integrated care have a greater impact on symptom severity, functioning, employment, and housing for dual-diagnosis people with SMI. [32] [33] [34] However, there is still considerable debate regarding the clinical efficacy of specific psychosocial interventions that address dual diagnosis specifically. 35 Consequently, to more effectively help this population with SMI, who may become incarcerated or involuntarily hospitalized, new single and integrated pharmacological, psychotherapeutic, and social rehabilitation clinical trials should be carried out with patients with comorbid disorders to investigate new treatment and programs opportunities.
Limitations and Leads
Our study presents 4 main limitations. First, the small sample size limits the capacity to generalize results. Second, our findings concerning service use were based only on medical records and self-report. Third, the sampling strategy initially involved the matched recruitment of inmates and VHPs in terms of a principal diagnosis of psychotic or major affective disorders, which are not necessarily representative of the latter group. Fourth, as patients can move from health and justice systems, it is possible that some people with strong antisocial trajectories were retrieved in the VHPs and the opposite is possible. However, this possibility seems to be reduced with our previous findings, which showed that likelihood of being taking care of in a certain system increases with the number of incarcerations or hospitalizations. 26 Looking ahead, the next step should be to replicate these findings with a larger representative sample and to separate forensic patients and IHPs in the aim of evaluating possible profile differences. Moreover, evaluating the official government medical records of these people would be of interest. Indeed, investigating the health and justice services use trajectory could lead to a better understanding of the impact of care and detention in these people.
